The cause of acute pancreatitis (AP) remains elusive even after extensive work up in 10%-30 % of cases. It is important to determine the cause of AP as it helps for early treatment and limits unnecessary tests and to prevent recurrence which may improve a patient's long-term prognosis. Our study aimed to evaluate the diagnostic yield, feasibility, and management changes of early endoscopic ultrasound (EUS), performed within 24-48 h of admission in patients with idiopathic acute pancreatitis (IAP). Methods: During the study period (2010)(2011)(2012)(2013)(2014)(2015)(2016), 850 cases of AP were admitted. Out of these, etiology was determined in 666 (78.35%). There were 184 cases of IAP. EUS examination was done using a linear/ radial echoendoscope. Results: Out of 158 cases (90 males; age range: 15-70 years) of IAP (26 were excluded), EUS was able to clinch the diagnosis in 110 patients (69.6 %). The most common causes of IAP included biliary stone disease (gallbladder microlithiasis, common bile duct microlithasis/stone/sludge) (n = 60) followed by chronic pancreatitis (CP) (n = 25), pancreatic tumor (n = 11), and pancreaticobiliary ascariasis (n = 10). Other etiologies included hydatid cyst rupture of bile duct, opium addiction, and duplication cyst. No cause was found in 48 (31.4%) patients. Conclusions: Early EUS establishes diagnosis in about 70% cases of IAP and changes the short-term management in IAP. Biliary stone disease was the predominant cause for IAP followed by CP. EUS is a safe investigation with a high diagnostic yield. An early EUS can influence important therapeutic decisions and prevent further attacks of AP which may occur if a delayed EUS is performed and thus improve long term prognosis. An early EUS has an additional advantage of making an early diagnosis of pancreatic tumors/pancreaticobiliary ascariasis and ampullary/papillary stones which can be treated endoscopically. It also prevents making the wrong diagnosis of sludge as etiological factor for AP which may occur in patients undergoing a delayed EUS since sludge may be secondary to AP due to prolonged fasting, total parenteral nutrition or antibiotics such as ceftriaxone. K e y w o r d s : A s c a r i a s i s , e n d o s c o p i c r e t r o g r a d e cholangiopancreatography, endoscopic ultrasound, gall stones, microlithasis, pancreatic cancer, pancreatitis, stones
Background and Objectives: Gastroduodenal artery (GDA) aneurysms are rare but a potentially fatal condition if rupture occurs. The most common etiology is acute or chronic pancreatitis. The most common clinical presentation is gastrointestinal (GI) hemorrhage secondary to rupture of the aneurysm. Such a complication is not always related to the size of the aneurysm, and therefore, treatment should be planned as soon as a diagnosis is made. Surgical, endovascular, percutaneous, and endoscopic ultrasound (EUS)-guided interventions are used in the treatment of visceral artery pseudo-aneurysms. Methods: A 50-year-old male had an episode of alcohol induced acute moderate severe pancreatitis 1 month back. He presented with melena, requiring six units of blood transfusions for hemodynamic stabilization. After hemodynamic resuscitation, the patient underwent upper GI endoscopy to know the etiology of massive upper GI bleeding. Upper GI endoscopy showed a bulge with overlying ulceration in the second part of the duodenum. Side viewing endoscopy showed a pulsatile bulge with overlying large ulcer. Ultrasound abdomen showed pseudo-aneurysm of size 3.8 cm × 5.6 cm arising from GDA artery. Contrast-enhanced computed tomography abdomen with angiography showed a saccular pseudo-aneurysm of size 4 cm × 6 cm in relation to GDA. EUS from duodenal bulb showed a pseudo-aneurysm of size 4.1 cm × 5.8 cm arising from GDA. Radiological or EUSguided interventions were considered. The advantages and disadvantages of both procedures were explained. The patient selected the option of EUS-guided coil embolization. Results: Under EUS and fluoroscopy guidance, five coils of 10 mm size were placed within pseudo-aneurysm through 19-gauge EUS needle. After coil embolization, contrast injection into the pseudo-aneurysm showed partial filling of pseudo-aneurysm. Review EUS 1 day after coil embolization showed high flow in the pseudo-aneurysm. Around 30% of pseudo-aneurysm was obliterated. On the 3 rd day, 6 mL of human thrombin was (3000 IU) injected during second session of intervention in six boluses of 500 unit each. After thrombin injection, highvelocity flow was confined to the neck and periphery of pseudoaneurysm. Further 2 mL of thrombin was injected. Immediately after thrombin injection, color Doppler EUS showed complete obliteration of pseudo-aneurysm. Two weeks later, repeat EUS showed completely obliterated pseudo-aneurysm with no flow.
